
Many cities and states still hesitate to arrange the
budget for the laboratories so as to require a moderate
amount of research investigation.
My experience in New York City convinces me that

the omission of a provision for research along practical
lines is a great mistake. The organization of the
research branch of the laboratories was due primarily
to Dr. H. M. Biggs. He is carrying out the same

policy as commissioner of health of New York state
in insisting on and obtaining money for the installation
of research laboratory investigations along intensely
practical lines in the prevention and cure of communi¬
cable diseases.
Those who are familiar with the laboratories, before

and since he became commissioner, have no doubt that
the slight extra expense incurred for investigation has
justified itself in the complete change in the point of
view of the laboratory workers and in the increased
efficiency of their work.
The great research institutions, like the Pasteur and

Rockefeller institutes, have neither the inclination, time
nor opportunities to attack many of the public health
problems that are pressing on departments of health.
It is needless to state that the only qualification for

appointing and keeping laboratory workers should be
fitness for the positions.
The civil service commission should endeavor to

make the examinations of such a character that men
and women of the right qualifications may become
available.
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The etiology of episcleritis and scleritis is frequently
uncertain. According to de Schweinitz, the causes are
exposure to cold, rheumatism, gout, scrofula, vaso-
motor changes and disturances of the sexual apparatus,
especially anomalies of menstruation. Such a state-
ment is largely a confession of ignorance. More defi-
nite is the statement that syphilis and tuberculosis are
also causal agents.
Syphilitic scleritis is not very common, and when it

does occur it usually takes the form described as

episcleritis or that of deep scleritis, and not that of a
gumma. In fact, gummas of the sclera are so rare that
they are curiosities, and in many standard textbooks of
ophthalmology no mention is made of them, and refer-
ences to them in ophthalmologic literature are few.
They are occasionally mentioned in works on syphilis.
Terrien1 says that about thirty cases have been
reported, and that they occur from ten months to eight
years after the chancre.
The structure of the sclera probably explains the

infrequence of the development of gummas in it. The
dense fibrous tissue and the few elastic fibers of which
it is composed form a strong, hard and inelastic tissue,
which is not a favorable ground for the development of
the rounded, limited, elevated growth, hard at first and
tending to soften and break down in the center, which
is typical of the gumma.
Deep scleritis frequently shows some nodules which

are too small and too irregular to be classed as gum-

1. Terrien, F., in Gaucher: La syphilis du syst\l=e`\me nerveus, de
l'\l=oe\il,de l'oreille et du nez, Paris, 1910.

mas. These nodules are frequently mutiple, and the
two eyes are frequently affected at the same time.
This condition is usually refractory to treatment and is
frequently complicated by opacities in the cornea, iris
and vitreous, and by other secondary changes in the
othe? coats of the eye. Fuchs states that recurrent
scleritis does not ordinarily have a syphilitic origin,
but that isolated nodules are sometimes found in the
sclera as a result of syphilis. It is very likely that
these nodules in rare cases develop into gummas.

REPORT OF CASE
A. N., man, aged 38, Italian, married, was employed in a

wire mill. He was seen April 15, 1916. About ten months
before, a small red spot had appeared on the sclera of his
left eye which he at first thought to be due to a foreign body.
He had been treated for several months by two different
ophthalmologists, and during this time the spot had constantly
increased in size and had become more and more painful.
On the temporal side of the left eye, at a distance of about

3 mm. from the margin of the cornea, was an oval tumor
measuring about 4 by 6 mm., with the longer axis up and out.
The tumor was raised approximately 3 mm. above the level
of the surrounding sclera. It was yellowish red, slightly
tender, distinctly hard, and covered by dilated conjunctival
vessels. The sclera about the tumor was of a slaty blue.
The clinical diagnosis was either tuberculosis or gumma.

There was no history of tuberculosis or of syphilis, though
there was a history of venereal exposure. From his descrip¬
tion it was thought that he had recently been taking mercury
and potassium iodid, probably in insufficient doses to prove a
diagnosis. Several tuberculin tests were made, all of which
were negative. The Wassermann reaction was strongly posi¬
tive. As the previous treatment had been ineffective, four
injections of neosalvarsan were given at intervals of one week.
These were followed by weekly injections of mercurial oil.
Shortly after the first dose of neosalvarsan, the tumor

began to decrease in size, and after eight weeks nothing was
left except a slaty blue spot and a few dilated conjunctival
vessels. The discoloration has gradually become less, and the
conjunctival vessels smaller, though there will probably be
some permanent enlargement of them. The other tissues of
the eye were not affected, and vision was normal after the
pai^i and tumor had disappeared.
55 Trumbull Street.
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Circumscribed hyperhidrosis is a common disorder
of the skin which may usually be classed among the
petty annoyances of life. Not infrequently, however,
especially when complicated by bromidrosis, dyshidro-
sis or hyperkeratosis, it assumes a much more impor-
tant r\l=o^\le,incapacitating the person for work or pleas-
ure. Walking is made so painful as to be impossible,
the use of the hands is similarly interrupted, or the
knowledge that an unpleasant odor clings to one makes
the sensitive person dread to meet others.
Treatment has always been unsatisfactory, as evi-

denced by the list of remedies recommended, until the
discovery that Roentgen rays would control it. The
latter treatment, however, is time consuming and
expensive, and not without danger in inexperienced
hands. An efficient and inexpensive local application
is much to be preferred. This we possess, I believe,
in aluminum chlorid, AlCl3.6 H2O, a white deliques-
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cent salt easily soluble in water. Heating changes the
crystals to alumina, Al2O3, and then to a hard sub¬
stance resembling colorless corundum. In prescribing
aluminum chlorid, the fact that it is incompatible with
alkalies, sulphur, phosphorus and selenium should be
borne in mind.
A 25 per cent, solution of aluminum chlorid in dis¬

tilled Avater dabbed gently on the part every second or
third day and allowed to dry on will cause a rapid
amelioration of the excessive sweating. It is usually
sufficient to make three such applications, then to wait
for a recurrence before resuming treatment; or one
application a week may be made to ward off recur¬
rences. Dress shields, which aggravate the trouble
by their impenetrability, can often be discarded after
a few applications.
The drug is not wholly bland, for excessive use of

it will cause a sharp itching or stinging sensation
which usually subsides spontaneously if the part is not
scratched. Excessive or careless use followed by
scratching can easily cause a dermatitis, but I have
never seen this happen when reasonable care was
exercised. To avoid it the patient should be instructed
to allow the lotion to dry thoroughly before clothing is
permitted to touch the skin, and should be warned
against overenthusiasm in its use. If itching does
occur in spite of precautions, an ointment of cold
cream containing 12 per cent, boric acid may be used,
or a calamine lotion with or without 0.5 per cent,
phenol (carbolic acid).
In twenty cases in Avbich I have used this lotion it

has never failed to give relief. Most of these were
cases of simple local hyperhidrosis of the axillae or

feet; hut three were cases of persistent vesicular erup¬
tion of the feet accompanied by excessive sweating.
Only the worst of these will be detailed.
Mr. B., an insurance broker, aged 34, was referred to me

by Dr. A. B. Späch for treatment of a chronic dermatitis
of the hands and feet, present constantly for the last fifteen
years, but varying in severity. The feet always grew worse

in the summer time, so that at times he could hardly walk
because of the pain. All efforts to relieve the condition,
powders, lotions, baths and special shoes, had failed.
On examination, small deep vesicles, in size from that of

a pinhead to half a split pea, and the bases of ruptured vesicles
were found in considerable numbers over both soles. The
lesions were partly discrete and partly grouped, and there
was very little accompanying erythema. The eruption was

especially marked below the instep and about the toes, and
the skin between the toes was sodden, white and thickened.
A small patch of papular ezcema was seen above one ankle.
The socks, which had been worn only a few hours, were
soaked with perspiration, without any markedly offensive
odor. A search for fungus in the epidermal roofs of several
of the more recent vesicles was without result. The general
health was good except for a slight albuminuria of unknown
cause which he had had for many years. The trace of
albumin present at the time of my examination was not
accompanied by casts.
The patient was given a small quantity of the aluminum

chlorid lotion to try* cautiously in one of the interdigital
spaces. On reporting that this caused no irritation, he was

told to apply it over the whole surface of both feet and
between the toes once every third day. After a few appli¬
cations there was great improvement, and in three weeks
he was free from signs of the disease. He says that in spite
of the unprecedented hot weather this has been his most com¬
fortable summer in the last fifteen years.

In other similar cases there have been good results.
Care has always been taken to reduce any active inflam¬
matory eruption before using the aluminum chlorid for

fear of irritation from it. A few have reported marked
itching for a few minutes after applying the lotion,
but this has always subsided spontaneously, and no

patient has developed a dermatitis. I know of no
other drug which will produce so lasting an astringent
effect on the skin with so little danger of irritation.
Used with ordinary care, it has done wonders in the
limited series of cases'in which I have tried it.
77 East Washington Street.

Therapeutics
DISTURBANCES OF THE KIDNEYS

(Continued from page 1941)

CHLORIDS
The daily excretion of sodium chlorid is from 10 to

IS gm., varying closely with the intake of salt. In
health only a trace of chlorids is found in'the stools,
while varying amounts may be excreted by the skin,
at least more than 1 gm. During starvation sodium
chlorid is not eliminated, but is retained in the body.
The clinical point of interest in the chlorids is their

retention by the body and the part this retention plays
in edema. This point will be discussed fully later
under the heading of edema. In pneumonia, and in
some cases of profuse catarrhal exúdate, the urinary
excretion of chlorids is diminished without retention,
owing to its excretion elsewhere.

INDICANURIA

Indicanuria is of frequent occurrence, and indicates
that some protein putrefactive process is taking place
in the ileum and colon with the production and absorp¬
tion of indol and the excretion of indoxyl potassium
sulphate (indican). Indol and skatol are derived from
bacterial putrefaction of tryptophan, an amino acid.
They are absorbed from the intestines, becoming oxi¬
dized. The indoxyl reaches the liver and combines
with sulphuric acid, forming indican, which finally
passes off by the urine. On an ordinary diet from 5 to
20 mg. of indican are daily excreted in the urine. On
a diet very low in nitrogen there may be practically no
indican eliminated.
Indican in the blood is not poisonous, but other

products of decomposition and toxalbumins absorbed
from the intestines at the same time as the indol may
produce symptoms of poisoning. If indol alone does
not, skatol and cresol with toxalbumin will frequently
produce symptoms of poisoning, such as headache, rest¬
lessness, insomnia, gastro-intestinal indigestion, at one
time a dry skin, at another time more or less pro¬
fuse perspiration, sometimes eruption on the skin, and
sooner or later kidney irritation, with attacks of poly¬
uria, traces of albumin, cylindroids, and even hyaline
casts.
Not every case of putrefaction in the intestines

causes indicanuria, nor does constipation per se cause
it. It occurs acutely in abdominal disturbances, as

typhoid fever, in some types of diarrhea, in intestinal
obstipation, and in peritoneal inflammations. Indica¬
nuria is only an indicator of a condition, namely, putre¬
faction in the lower part of the intestine, and shows
that other irritant and poisonous products are being
absorbed. If this absorption persists, as shown by per¬
sistent indicanuria, these products of protein decom¬
position irritate the walls of the blood vessels, or stimu-
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